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The biolegical dressing... 
HERISAN 


stimulates the rapid regeneration of new epithelium 
by its high concentration of the vitamins A and D and 
its soothing, deeply penetrating properties. 
Non-greasy - Non-staining - Without disagreeable 
odor. 


HERISAN ANTIBIOTIC 


with the addition of Bacitricin and Tyrothricin. 
Topic and safe treatment of microbial infections: 
pyogenic dermatoses, degenerated, damaged or 
infected tissues, etc... . 
Tubes of % andl oz. ¢ Jar of 1 lb. 


Over half a century of devotion to medical 
MONTREAL advance in Canada. 
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OPEN HOUSE 


The Open House sponsored by the Undergraduate Pharmaceutical 
Society of the University of Toronto on March 7th and 8th set an 
outstanding example of good public relations for Pharmacy. The 
nearly 1000 visitors including pharmacists, secondary school students, 
University staff and the general public who attended, were obviously 
impressed with the facilities of the faculty, with the scope of the 
curriculum as exemplified by the experiments and displays, and 
perhaps above all by the enthusiasm and interest of the many par- 
ticipating students. 


Experiments, illustrating various aspects of the several profess- 
ional courses were conducted and explained by students in the 
laboratories for manufacturing pharmacy, instrumentation, pharma- 
ceutical chemistry, phytochemistry and dispensing. The graduate 
students had special displays in the research laboratories. In all 
instances the students not only conducted the experiments but showed 
a thorough understanding of them in their explanations to visitors. 
The new dispensing laboratory aroused much interest and perhaps held 
greatest appeal for the visiting pharmacists. - 


Several excellent short films kindly loaned by the Upjohn Com- 
pany, Ayerst, McKenna & Harrison Limited, and Abbott Laboratories 
gave the visitors an opportunity to be seated and to relax following 
their tour and before enjoying the light refreshments served by 
lady members of the Undergraduate Society. 


It was most heartening to note the keen interest which a 
number of pharmacists displayed. Not only did a large number 
attend from the Toronto area but Hamilton pharmacists brought 32 
secondary school students with them. A Guelph pharmacist made 
a trip on each day in order to bring several high school students that 
were interested in Pharmacy. Close to 100 secondary school students 
attended from the Toronto area. 


The outstanding co-operation which the Society received from the 
Press, Radio and C.B.C. Television bears witness not only to the 
interest and alertness of the students but also to a growing public 
interest in Pharmacy. The public are becoming increasingly aware 
of the advances which have been made in Pharmacy in recent years. 
Undoubtedly Open House has made an important contribution to this 
concept. 


It would be impossible to list the names of all students who 
played important parts in the programme. A conservative estimate 
is that more than 200 participated in one way or another. Their 
initiative and keeness were a revelation to members of the staff and 
we have no doubt to all visitors who attended. It is hoped that the 
event may be repeated each two or three years. We believe that it 
is of sufficient importance to Pharmacy in Ontario that pharmacists, 
even in cities some distance from Toronto, would do well to consider 
organizing automobile, bus or train parties, including secondary 
school students, to attend. 


F. NORMAN HUGHES 
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An effective anticoagulant 














with significant advantages over Dicumarol 


@ The latent period of activity is about 
10 to 24 hours, as opposed to 48 hours 
for Dicumarol. 

e Recovery towards normal prothrom- 
bin time, after discontinuance of the drug, 
is well advanced within 24 hours and 
complete within 40 hours — as opposed 
to 5 to 7 days for Dicumarol. 


“DANILONE” 
Tablet No. 805 “Siossk” 
Scored for easy division 


Phenylindanedione 50 mg. 
AVERAGE INITIAL DOSE 
100 mg. morning and night. 
AVERAGE MAINTENANCE DOSE 
25 to 50 mg. twice daily. 
Available in bottles of 100 tablets, 


@ Phenylindanedione, because it is ra- 
pidly excreted, has no cumulative action. 
The maintenance dose when established 
may be repeated daily for many days 
with minor risk of hemorrhage. Pro- 
thrombin time determinations need be 
done only at intervals of 7 to 14 days or 
less frequently as experience dictates. 


CAUTION 


Toxic reactions are extremely 
rare. Three cases of blood 
dyscrasia and one case of sen- 
sitivity have been reported. 


Charles & Frosst & Co. 


MONTREAL CANADA 











THE SALE OF POISONS IN ONTARIO 


In May 1954 the new PHARMACY ACT became law in Ontario. 
It will be conceded, in spite of certain disappointments, that an historic 
advancement has been achieved, by the profession and by the 
legislative committees. The statute is more in keeping with the 
facts of life in the twentieth century, more especially the latter half 
of the century, than were the Acts it supersedes. 

General matters such as the registration of pharmacists and the 
powers of the Council although they occupy much space in the Act, 
are of largely academic interest. To those already engaged in 
pharmacy the paramount concern lies in the SCHEDULES to the ACT. 
Here we find lists of drugs to which attach special conditions of sale. 

There are two Schedules of “prescription” drugs, the much 
discussed Schedule B or “free-list”, and the very important Schedule A 
which is divided into PART I and PART II. 

By statutory definition, any substance mentioned in Schedule 
A is a POISON. Any preparation containing a substance mentioned 
in Schedule A is also a “poison”. 

The pharmacist is obligated (this is the proper legal term) 
to affix his poison sticker to any product that is a statutory poison. 
This includes many items of merchandise not ordinarily thought 
dangerous. Digitalis and its derivatives (e.g. Digoxin and Digitoxin) 
are classed as “poisons”. When sold across the counter, even in 
original packages, they must be marked POISON and bear the name 
and address of the PROPRIETOR of the pharmacy where they are 
sold. 

It will be seen that pharmacists must pay increasing attention 
to the proper labelling of Schedule A drugs. On the wholesale level 
these new regulations also make a difference. Manufacturers and 
wholesalers are required to mark these products “poison”, but a 
great many are not yet aware of this. Long before the Act came into 
force, British pharmaceutical houses were printing their labels with 
the word POISON included because this is required by British law. 
This now serves them in good stead. 


PART I POISONS 

Signatures and Poison Register entries are required for PART I 
drugs. The labelling is as for all of Schedule A, as noted. It may 
be asked what useful purpose is served by identifying the place of 
sale in this fashion. 

Poisons may be used for criminal purposes. To have the name 
and address of the seller is of material advantage in a police investiga- 
tion. The ease of tracing the purchaser is also a strong deterrent. 
For this reason the more active poisons are grouped in Part I, and a 
prospective purchaser must be known to the pharmacist or be 
introduced to him. 

There is also the possibility of a civil action for negligence. 
Here again it is useful to a claimant to be able to prove the place 
of purchase. People do forget where they bought an article. It 
may have been kept in the house for months before being used. 
In the event of bodily injury or property damage there might be an 
attempt to show that a pharmacist had failed to give adequate 
warning. In the case of PART I poisons, if the pharmacist is able 
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to show the purchaser’s signature in his register he has a very 
strong defense. PART II poisons, being less toxic, require only to 
be labelled POISON, but this should be adequate warning in the 
majority of cases. 

Since preparations containing poisons must be sold under the 
same conditions as the pure drugs, it will be necessary to revise 
methods of doing business with a number of products. 

It has been the practice to obtain a signature for Keith’s Dressing. 
Ammoniated Mercury Ointment, on the other hand, has been sold 
freely. A signature is now required since Ammoniated Mercury 
is in PART I. This applies to nearly all of the common mercurial 
preparations including the ophthalmic ointments of Mercury Bich- 
loride and Yellow Oxide of Mercury. 

The alkaloids Atropine, Hyoscine and Hyescyamine appear in 
PARTI. This means that a signature is required for Flulone tablets 
and for Cetolamide Compound No. 1 which contains Atropine. 
Pamine is a quaternary compound of Hyoscine. Since the Schedule 
says Hyoscine and its salts, it may be argued that Pamine is not a salt. 
However, it will be prudent not to rely too heavily on such a technical 
distinction. Magistrates are not chemists and are quite prone to 
apply the intent of the law. Furthermore, it could be argued that 
Pamine is a preparation of Hyoscine in the legal, if not in the 
pharmaceutical sense. 

For the purpose of discussion, it may be said that four items 
of PART I constitute a special group. These are—Arsenic, Belladonna, 
Nux Vomica and Strychnine. The general rule that ALL prepara- 
tions containing poison are, likewise, poisons has been slightly 
relaxed for this group. Individual dosage forms of these four drugs, 
provided they contain other ingredients, are PART II poisons. This 
means that signatures are not required for them, but there is NO 
change in the label requirements. 


No definiton is supplied for individual dosage form, but it is 
clear that what is intended is a tablet or capsule or other single dose 
product. Where then stands the familiar belladonna plaster? This 
is, undubitably, a single dosage form, but it contains no other 
medicinal ingredients. It can hardly have been the intention to 
require a signature for such a harmless preparation, but that is the 
situation. The belladonna and capsicum plaster is, of course, a PART 
II poison. Since belladonna so applied has no systemic effect, an 
amendment should be sought. 


The College has supplied its members with copies of the Act, 
and reference should be had to these for the complete Schedules. 
Attention is drawn to these PART I items; Aconite, Phenol, Tartar 
Emetic, Potassium Permanganate and Santonin. 


PART II POISONS 


In this part we find a considerable number of substances, some 
of which are not used medicinally. There are, for example, Oil of 
Cedar, Derris Powder and Benzol. Also to be found here are a number 
of acids, including ; hydrochloric, oxalic and picric. The last mentioned 
is important because of BUTESIN PICRATE OINTMENT. 
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A few of the drugs new to the Schedule, and which now require 
a poison label are: Amyl Nitrite, Bromides and Compounds (e.g. 
Elixir Triple Bromides), Silver Nitrate, Potassium Iodide and Calomel. 
Oil of Wintergreen has, of course, been on the list previously, and 
Digitalis and its derivatives were discussed above. 

A very important PART II POISON is Iodine. The inclusion of 
this substance means that every bottle of TINCTURE OF IODINE 
must bear the name and address of the seller. When purchased in 
the usual one or two ounce bottles the material is already marked 
POISON, but this is not enough. It will be necessary to affix a 
store sticker in every case. 

We now come to a few special cases where a substance appears 
in both A and B SCHEDULES, and may be sold by “any person”. 
Examples are: Tincture of Iodine (not exceeding 214%), and Copper 
Sulphate. While the Act permits sale by general stores, etc., there 
is no execption in respect to proper labelling. It will be quite 
interesting to see if this is enforceable. The wording of Section 2 (k) 
is some what cloudy on this point. 

EXEMPTIONS 

Thallium Salts, Tobacco Extract, Sodium Fluoride and For- 
maldehyde are PART II POISONS. Most pharmacists sell these sub- 
stances only in the form of ready packaged merchandise registered 
under the PEST CONTROL ACT. An example of this is Black Leaf 
40, another is TAT Ant Traps. A store label is not required since P.C.P. 
preparations are exempt. 

Many preparations registered under the Proprietary or Patent 
Medicine Act contain small doses of schedule poisons. Despite this, 
store labels are not necessary. 

CONCLUSION 

The greatly extended list of preparations in the Poisons List 
is not merely a headache. There will be plenty of vexation to be sure, 
but there is, too, an opportunity for professional enhancement. 
When the prospective purchaser is confronted with a demand for 
identification he may not like it, but he will have a warmer feeling 
for his own pharmacist who knows him. When he finds that he 
must come to the pharmacy and sign and to explain why he wants a 
drug he will frequently be exposed to a little professional advice. This 
is not quite as convenient as ordering by telephone, but it may be 
the means of protecting him from his own ignorance. 

PERCY G. GORDON 


PRESERVATION OF PHARMACEUTICALS 

Part Il—Preservatives used in Pharmacy 

An ideal preservative would be one that is effective against 
a wide range of microorganisms in low concentrations and non-toxic 
to the patient in the concentration it is used. In addition, it should 
have an imperceptible odour, taste and colour and it should be 
commercially available in a form which assures constant quality, 
purity and effectiveness. It should not increase the cost of the 
preparation appreciably and should be chemically unreactive and 
compatible with all contents of the pharmaceutical preparation. 
Such an ideal preservative is not available and, therefore, in its 
absence, a combination of two or more preservatives are often used 
to meet the requirement of those concerned. 
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It would be an impossible task to even try to mention all the 
chemical preservatives that could be used in pharmaceutical products. 
Therefore, a few notes on the most common preservatives will be 
given in the limited space allowed. 

Phenols and Chloropheno!s: These are old and well known pharma- 
ceutical preservatives. They are active bactericides and fungicides, 
relatively cheap and of such wide application that they are used as 
standards with which the efficacy of other preservatives is compared. 

A 0.5% aqueous solution of phenol is sufficient to kill most 
vegetative forms of microorganisms within 24 hours. Phenol is 
used in this concentration for the preservation of parenteral solu- 
tions. Its use is restricted to aqueous solutions in low concentrations 
as its antiseptic property is considerably modified in the presence of 
oils and it is, therefore, a poor preservative in oily solutions. Phenol 
is cheap and easy to dissolve in water, but its odour, volatility, 
causticity and high toxicity limit its use considerably. 

Chlorocresol has a maximum solubility of 0.4% in water. Its 
bactericidal activity is 10-13 times that of phenol. It has been used 
for the preservation of eye solutions in a concentration of 0.05% 
and for the preservation of creams consisting of oil/ water emulsions 
and water soluble gels in 0.1—0.2%. It is also used in a 0.1% 
concentration for parenteral solutions in multidose containers and in 
a 0.2% concentration as a bactericide in the official process of 
Heating with a Bactericide. Although chlorocresol is cheaper and 
much less caustic than phenol in the concentrations used, it suffers 
from the disadvantages of being volatile with a very perceptible 
odour and imcompatible with many important substances. 
Chlorobutanol: This is a most useful preservative for pharmaceutical 
products. It is effective over a wide pH range and innocuous. It 
is used in a 0.5% concentration as a bacteriostatic in both oily and 
aqueous solutions for injections. It has also found some use in mucil- 
agenous preparations and ointments, but because of its camphora- 
ceous odour and taste, it is not used for preparations intended for oral 
administration. 

Para-chlorophenyl and glyceryl ether: This acts as a bacteriostat 
and fungistat in a strength of 0.3—0.5%. It is effective over a wide 
pH range and its possibilities are limited to the fields of injections, 
solutions for mucous membranes, emulsified ointments, emulsions and 
jellies for local applications. It is not employed in oral preparations 
because of its persistant unpleasant taste. 

Thiomersalate and Phenylmercuric Salts: Thiomersalate is used for 
the preservation of parenteral solutions in a concentration of 1:100,- 
000. It is often added to antitoxins, sera and diphtheria prophy- 
lactics. It is incompatible with acidic solutions and its use is, 
therefore, limited to alkaline solutions. 

Phenylmercuric salts are very powerful bacteriostatics. The 
nitrate and the acetate salts are used in this capacity in parenteral 
solutions in a concentration of 1:100,000. The same concentration 
is employed for eye solutions and for creams consisting of oil, water 
emulsions. A higher concentration of these salts (1:50,000) is 
used when they are included for bactericidal purposes in the official 
process of Heating with a Bactericide. Both salts are non-irritant to 
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the tissues in the weak strengths they are used. They, however, form 
precipitates of the less soluble phenylmercuric halides if used in 
pharmaceutical preparations containing any of the halides. Also, 
it has keen found that a small segment of the population is allergic 
to them. 

Borax, Boric Acid and Salt: They are little used as preservatives 
in pharmaceutical preparations. A saturated solution of boric acid 
in eye lotions inhibits the growth of moulds. 

Benzyl Alcohol: Benzyl alcohol is neutral in reaction, pleasant 
smelling and extremely stable even beyond 200°C. It is soluble in 
most organic solvents and up to 4% in water. It is markedly 
antispetic and, because of its marked anesthetic property, seems to 
be especially desirable in injection solutions. 

Benzoic Acid: Benzoic acid and sodium benzoate are often employed 
for the preservation of non-alcoholic wines, mineral waters, cordials 
and fruit juices in concentrations of 120-600 or more parts per 
million. Several emulsions of the British Pharmaceutical Codex 
contain 0.06°> and upwards of benzoic acid as a preservative. Up to 
2% of sodium benzoate has been used in dental creams. Benzoic 
acid is one of the few preservatives that can be recommended for 
oral preparations but its use has been largely displaced by the 
parahydroxybenzoic esters as pharmaceutical preservatives. 
Para-hydroxybenzoic Esters—Parabens—The alky] esters of salicylic 
acid have characteristic odours. Para-hydroxybenzoic acid has 
greater fungistatic activity than salicylic acid and its methyl, ethyl, 
propyl and benzy! esters possess little odour and taste. These esters 
are the “Parabens” which are active in both acid and alkaline media. 
They prevent the growth of most microorganisms in suitable concen- 
trations. The higher homologues are better preservatives although 
the lower homologues are used more widely because of their higher 
solubility in water. Also, when used in combination, they show 
synergistic activity. 

The parabens are used as preservatives for aqueous prepara- 
tions, including lotions and syrups, in concentrations of 0.05-0.15%. 
They are also used for the preservation of cmulsions and creams. 

The parabens are compounds with little odour and taste, chemi- 
cally unreactive, neutral in solution, active over a wide pH range 
and relatively non-toxic. These characteristics approach those of 
the ideal preservative. The effectiveness of parabens is somewhat 
diminished in oily preparations but is still of such magnitude to 
allow their use in such products. 


L. N. ELOWE. 


ANTIBIOTICS 

The following tables indicate some of the antibiotic combinations 
which are available and the conditions in which they are effective. 
It also indicates the antibiotics of choice in a number of infectious 
conditions. It will be observed that in a number of conditions, 
antibiotic combinations are indicated. The use of antibiotic com- 
binations of course is aimed at achieving a number of objectives 
which have been already discussed. They are summarized here 
again to show that antibiotics and other antiinfective agents are 
combined for a number of reasons: 
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(1) If synergism exists between two antibiotics they would be 
more effective in combination in smaller amounts than when either 
one is used alone. Examples:—penicillin, bacitracin; bacitracin 
tryothricin; bacitracin, neomycin; neomycin, polymxin; bacitracin, 
polymxyin; bacitracin, polymxin, streptomycin; neomycin, strep- 
tomycin; penicillin, sulfas; erythromycin, polymxin. 

(2) When organisms tend to develop resistance to a particular 
antibiotic the combination of this antibiotic with another or an 
anti-infective agent may aid materially in preventing the emergence 
of resistant strains. Examples:— streptomycin, p-amino salicylic 
acid, isonicotinic acid hydrazides, p-amino salicylic acid; streptomy- 
cin, isonicotinic acid hydrazides; penicillin, neomycin; penicillin, 
bacitracin. 

(3) If an antibiotic has a considerable degree of toxicity a com- 
bination of two effective agents allows a lower dosage with a 
resultant decrease in toxic manifestations. Examples :—streptomy- 
cin, dihydrostreptomycin; streptomycin, neomycin. 

(4) The judicial choice of antibiotics to be used in combination 
may also result in a widening of the effective spectrum of the pair 
or combination. Thus a combination an antibiotic which is effective 
mainly against Gram-positive organisms is combined with one whose 
antibiotic spectrum is mainly in the Gram-negetative region in- 
creases the range of effectiveness. Examples: penicillin, polymxin; 
bactitracin or tyrothricin, polymxin; neomycin, polymxin; ery- 
thromycin, polymxin. 


NARROW SPECTRUM WIDE SPECTRUM 
(1) Penicillin (8) Chloramphenicol 
(2) Erythromycin (9) Aureomycin 
(3) Bacitracin (10) Terramycin 
(4) Tyrothricin (11) Tetracycline 


(5) Neomycin 
(6) Polymyxin 
(7) Carbomycin 


NARROW SPECTRUM 


(main use in treatment of tuberculosis) (12-15) 
(12) Streptomycin 
(13) Dihydrostreptomycin 
(14) Viomycin 
(15) Isonicotinic Acid hydrazide 
(16) Sulfonamides (in combination with antibiotics) 


INFECTIOUS DISEASES 
*The numbers listed below under Antibiotic of Choice refer to the 
antibiotics listed above 


Causative “Antibiotic of Choice Causative Antibiotic of Choice 
Organisms Organisms 
GRAM POSITIVE BACTERIA 

Staphylococcus Streptococcus 
Impetigo (1), (2), (3), (7), cellulitis (1), (2), (7), (8) 

(8) Streptococcic (9), (10), (11). 
osteomyletitis (9), (10), (11). angina (1, 12). 
septicemia (1, 3), (1, 12), tonsillitis, scar- 

(5, 12) let fever, erysi- 
endocarditis (1, 16) pelas, endocardi- 

tis, etc. 
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Pneumococcus 
Lobar pneumonia 
empyema 
meningitis 
peritonitis, etc. 


(1), 
(9), 


. AD, 


(2) (8), 
(10), (11) 





Corynebacierium 
diptheria 

(in conjunction 
with antitoxin) 


(1), (2), (7), 
(8), (9), (10), 
(11). 


Clostridium Myobacterium Tuberculosis 
tetanus gas (1), (2), (8), (9), tuberculosis (12), (13), (14), 
grangrene (10), (11) (15), (12314) 
(with antitoxin) (12;15) 
GRAM-NEGATIVE BACTERIA 
Gonococcus Meningococcus 
Gonorrhea (1), (1, 12), (12), Meningitis (1), (8), (9), 
(2), (10), 
(8), (9), (10), (11), (9, 16), 
(11) (10, 16). 
Escherichia coli Aerobacter aerogenes 
cystitis (5), (6), (8), (9), cystitis (8), (9), (10), 
pyelonephritis (10), (11), (12), pyelonephritis, (11), (12) 
peritonitis, etc. (16) etc. 
Klebsiella Salmonella 
urinary infections (8), (9), (10), paratyphoid (8), (9), (10), 
Friedlander’s (11), (12). enteritis Ci), Cid). 
pneumonia 
Brucella 
Shigella undulant (8), (9), (10), 
bacillary (8), (9), fever (11), (2). 
dystentery (10), (11) 
Hemophilus 
Pasteurella whooping cough (8), (9), (10), 
plague (8), (9), (10), (11), (2), 
tularemia (11), (12). meningitis (12), (1, 16), 
chancroid (1, 6). 
Vibrio Cholerae 
Cholera Pseulomas aeruginosa 
usually present (8), (9), (10), 
Proteus vulgaris in urinary and (11), (6), (12) 
usually present intestinal tract 
in urinary and (12),(6) infections 
intestinal in- 
fections 
SPIROCHETES 
Treponema pertenue Borrelia vincenti 
e : yaws (8), (9), (10), Vincent’s_ infec- 
(11), tion, recurrent (1), (2), (@), 
(1), (2) fever (9), (10), (11). 
be Vincent’s angina 
Treponema palladium 
syphilis (1), (2), (8), (9), 
(10), (11). 
RICKETTSIAE 
Rickettsia prowazekii Rickettsia mooseri 
epidemic typhus (8), (9), (10), murine typhus (8), (9), (10) 
(11), (2) (11) 
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Rickettsia tsutsugamushi Coxiella burneti 
scrub typhus (8), (9), (10), Q fever (8), (9), (10), 
(11), (2) (11). 


Rickittsia Rickitsii 

Rocky Mountain (8), (9), (10) 
spotted fever, (11) 

tick bite fever. 


VIRUSES 
X-primary atypicol Miyagawanella 
pneumonia (8), (9), (10), psittacosis (8), (9), (10), 
(11). eat scratch (11) 
disease 
Chlamydozoa 2 : 
trachoma (8), (9), (10), Endamoeba histolytica 
(11), amebic dysentery (8), (9), (10), 
(7) (11), 
(2), (7), (3) 
Trichomonas vaginalis 
trichomonas (8), (9), (10), 
vaginitis (11), (2) 
MYCOSIS 
Actinomyces 
actinomycosis (1), (9), (12), 
(10), (8) (1,12) 
HELMINTHS 


Enterobius vermicularis 
pinworm (10) 
infection 


ANTIBIOTICS IN COMBINATIONS 
(Commercial Products) 

A-Local (1) topical 

(2) mucous membranes 

(3) Gastro-intestinal 
B-Systemic 

PENICILLIN AND SULFAS 

Antibiotic Lozenges (Ayerst), (A, 2) Polytol Liquid (Horner) (B) 


Antibiotic Nasal Drops (Ayerst), Pentresamide Tablet (Sharpe and 
(A, 2) Dohme) (B) 

Duapen—S (Ayerst) (B) Penicillin Sulfas (Lederle) (B) 

Gantricillin—(Roche) (B) Penicillin Sulfas (Abbott), (A,1) 


PENICILLIN AND STREPTOMYCIN AND/OR DIHYDROSTREPTOMYCIN 
Antibiotic Lozenges (Ayerst), (See Antibiotic Powder Sterile, (Ayerst), 


above), (A,2) (A,1) 
Antibiotic Nasal Drops (Ayerst), Dicrysticin, (Squibb), (B) 
(See above), (A,2) S-R-D (P. D. and Co.) (B) 


PENICILLIN AND OTHER ANTIBIOTICS 
Penicillin and Bactitracin 


Bacillets, (Abbott), (A,2) Triobotic, (Mowett and Moore), 
Pondets, Forte (Wyeth), (A,2) (A,2) 

Penicillin and Tyrothricin Penicillin-Tyrothricin (Rexall)-(A,2) 
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LBacitracin and Tyrothricin 

Boracine, (Rougier), (A,2) 

Duobiotic, (Mowett and Moore), 
(A,2) 

Herisan Antibiotic Ointment 
(Rougier), (A,1) 

Tracinets, (Sharpe and Dohme), (A,2) 


Neomycin and Tyrothricin 
Aclovite (E. B. Shuttleworth), (A,1) 


Neomycin and Gramicidin 
Spectrocin, (Squibb), (A,1) 


Neomycin and Erythromycin 
Erythrocin-Neomycin (Abbott), (A,1) 


Polymxin and Gramicidin 


Aerodin (Burroughs and Wellcome 
Co.), (A,2) 


Polymxin and Erythromycin 
Ilotycin Otic (Lilly), (A) 


OTHER ANTIBIOTIC COMBINATIONS 


Trocin, (Powell, (A,2) 

Tyrotrace, (Sharpe and Dohme), 
(A,1) 

Triobiotic (Mowett and Moore), (A,2) 
(See also Penicillin) 


Orlenta (Ayerst), (A,2), (Contains 
also Bacitracin and Polymxin) 


Drilozets, (Smith, Kline and French), 
(A,2) contains also cetyldimethy- 
Ibenzylammonium chloride 


Polymxin and Neomycin and Bacitracin 


Neosporin Antibiotic Ointment (Bur- 
roughs and Wellcome Co.), (A,1) 


Streptomycin and Dihydrostreptomycin 


Ambistryn (E. R. Squibb), (B) 


Orlenta Lozenges (Ayerst), (A,2) 
also contains tryrothricin 


Duo-Strep (Merck, (B) 


ANTIBIOTICS (except penicillin) WITH OTHER ANTI-INFECTIVE AGENTS 


Erythromycin and Sulfas 


Erythrocin with Sulfas (Abbott), (B) 


Erythrosulfa (Upjohn) (B) 
Ilotycin-Sulfa (Lilly), (B) 


Tyrothricin and Cetyldimethylammonium Chloride 


Amotrocin (McNeil) (A,2) 


Bacitracin and Benzethonium Chloride 


Lokotracin (Horner), (A,2) 


Bacitracin and Myristyl-gamma-picolinium Chloride 


Bacidrin, (Upjohn), (A,2) 


Neomycin and Sulfathalidine 
Sulfathalidine with Neomycin 
(Sharpe and Dohme), (A,3) 


Aureomycin and Parabens 
Aureomycin (Lederle), A, 
(Methyl and propyl parabens) 


Aureomycin and Sulfas 
Aureomycin, Triple Sulfas (Lederle) 
(A) 


May, 1955 


Aureomycin (Lederle), A, (Surgical 
Powder) Methyl paraben 


R. M. BAXTER 
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NATIONAL HOSPITAL DAY 


Better patient care, the aim of all hospitals today, requires the 
cooperation of all the health professions in the community. Pharma- 
cists, as members of one of these health services, need to be informed 
concerning the work of the other groups so that the entire program 
may progress efficiently and effectively. 

In order to promote the work of the Canadian Foundation for the 
Advancement of Pharmacy, a liaison body, known as the Practising 
Pharmacists’ Advisory Council was established. The Canadian Society 
of Hospital Pharmacists has two seats on this Council, held by the 
President and Secretary. The Practising Pharmacists’ Advisory 
Council meets once a year, prior to the annual meeting of the 
Canadian Foundation for the Advancement of Pharmacy. 

Last year, at Halifax, the representatives of the Canadian 
Society of Hospital Pharmacists, as their contribution to this meeting, 
put forth the following suggestion: 

“The hospital pharmacists proposed a plan to further more 
cooperation between retail and hospital pharmacists during the 
coming year. The Provincial branches of the Canadian Society 
of Hospital Pharmacists will devote the April meetings to a dis- 
cussion of Minimum Standards for Pharmacies in Hospitals 
and the Hospital Accreditation Program. An invitation was 
extended to memebers of all branches of Pharmacy to attend these 
branch meetings of the Canadian Society of Hospital Pharma- 
cists and to visit the Pharmacy Departments in local hospitals 
on National Hospital Day May 12, 1955.’’. 

On Wednesday, April 20th, the Ontario branch of the Canadian 
Society of Hospital Pharmacists held its regular monthly meeting at 
the Toronto East General Hospital. Guests of the Society included 
members of all branches of the pharmaceutical profession, hospital 
administrators and doctors. The program took the form of a panel 
discussion led by Mrs. Isabel Stauffer, Special Lecturer in Hospital 
Pharmacy Administration, Faculty of Pharmacy, University of Tor- 
onto. She was assisted by Miss Phyllis Takenaka, chief pharmacist 
at Women’s College Hospital, Miss Love Chabak, assistant pharma- 
cist at Women’s College Hospital and Mrs. Jean Macie, chief 
pharmacist at the Northwestern General Hospital. Some of Mrs. 
Stauffer’s remarks and those of Miss Phyllis Takenaka follow. The 
remarks of Miss Love Chabak and Mrs Jean Macie will be published 
in the September issue of the BULLETIN. 


HISTORY OF THE HOSPITAL STANDARDIZATION MOVEMENT 


The Minimum Standard for Pharmacies in Hospitals and the 
Hospital Accreditation Program suggests hospital pharmacies and 
hospitals and you may wonder why this subject should be of par- 
ticular interest to all members of the pharmaceutical profession. 
However, aren’t hospitals the concern of every individual in the 
community? If you or any member of your family becomes ill, 
which hospital would you chose? Why would you chose that 
hospital in preference to another? What kind of pharmaceutical 
service is provided for you by that hospital? Information regarding 
hospital standards of practice will help you to make a logical choice. 
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Minimum Standards imply that some limitations are placed 
on the practice of pharmacy in hospitals and may lead you to enquire 
as to whether or not the Pharmacy department in a hospital is the 
only department subjected to inspection. On the contrary, there are 
Minimum Standards for all the hospital departments which have 
to do with the protessional care of the patient, for example, the 
Nursing Department, the Dietary Department, the Medical, Surgical, 
and Obstetrical Departments, etc. Who sets these standards and 
what. group of experts surveys these hospitals is also a consideration. 
What happens to the hospital that dosn’t meet these standards? The 
history and activities of the Standardization Movement is an interest- 
ing and fascinating story. 

Credit for the movement must be given to the American College 
of Surgeons, which was founded in 1913, by the surgeons of the 
United States and Canada. The members of this organization desired 
to further the advancement of the practice of surgery. In order 
to qualify for membership in the American College of Surgeons, each 
candidate was asked to submit one hundred medical records of patients 
upon whom he had operated, as evidence of surgical judgement and 
technical ability, as one of the major requirements for admission to 
fellowship. After this rule had been established, it was found that 
few candidates could comply with the regulation, because the hospitals 
of the United States and Canada did not keep records which provided 
accurate data. Also the average hospital lacked laboratory, X-ray 
and other essential diagnostic and therapeutic facilities so that a 
proper preoperative study of his patients could be made by the 
surgeon. In many hospitals, the medical staff was not properly 
organized and the professional work was not supervised. From the 
standpoint of scientific efficiency, most hospitals were deficient 
and the need for improvement was evident. 


Several years were spent in making surveys of hospitals and in 
holding consultations with prominent authorities and officers of 
national health organizations. In 1918, Hospital Standardization 
was inaugurated. This program was sponsored and financed by the 
American College of Surgeons and it was well received by hospitals 
in the United States and Canada and soon spread to many foreign 
countries. 


According to the MANUAL OF HOSPITAL STANDARIZATION 
by the American College of Surgeons, the hospital standardization 
movement encourages all hospitals to apply certain fundamental 
principles for the efficient care of the patient and these principles are 
embodied in the Minimum Standard for Hospitals. “Its object is to 
promote better hospitalization in all its phases in order to give the 
patient the greatest benefits that medical science has to offer. Its 
aim is to create in the hospital an evironment which will assure 
the best possible care of the patient. This involves facilities, 
personnel, and procedures predicated upon efficient organization, 
progressive management, and competent personnel imbued with a 
scientific and humanitarian spirit. When an institution adopts and 
successfully applies the above named principles, which express the 
high standards of modern medical and hospital practice, it is known 
as a standardized or approved hospital’. 
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Several important aspects of hospital standardization should 
be noted: 

1. No institution is compelled by law to adopt the principles suggested 
by the Minimum Standard program. The adoption, acceptance 
and maintenance of these standards and principles is entirely 
voluntary and optional. 

2. The American College of Surgeons has always favoured the policy 
of improving the quality of service rendered to the patient by 
improving the organization of the hospital and by making proper 
use of the existing facilities and personnel. Minimum standards 
are suggested. Standards which do not meet these requirements, 
they feel, do not provide for the best possible care of the patient. 

3. Hospital standardization is applicable to all hospitals which have 
a desire to focus every phase of their organization and service on 
better patient care. The size, the location, the type of hospital 
ownership and control are not factors which limit the acceptance 
of the standard of service which is suggested. 

4. The individuality of the hospital will not be lost by the acceptance 
and maintenance of the standardization program. Each hospital 
will vary its services, equipment and physical plant in accordance 
with the needs of its patients. 

Standardization will be apparent only as far as the efficient 
care of the patient is concerned. Each hospital which qualifies 
for approval will have an organized, competent, and ethical medical 
staff and that staff will hold regular conferences for the review 
of the clinical work. In an approved hospital, accurate and 
complete medical records will be written for all patients treated 
and adequate diagnostic and therapeutic facilities, such as a 
clinical laboratory and an X-ray department, will be provided for 
better scientific diagnosis and treatment. 

5. It is not the intention of hospital standardization, to lose sight 
of the humanitarian spirit of the institution. The patient must 
still be received and treated as an individual and in accordance 
with the requirements of his particular case. Scientific effic- 
iency, proper organization, and competent personnel are main- 
tained to insure that the needs of the individual patient will 
be met and that proper patient care will be provided. 

The American College of Surgeons carried on the surveying of 
American and Canadian hospitals from 1918 until Dec. 6th, 1952. 
When the first survey was made, out of 692 hospitals, of 100 beds and 
over, only 12.9 per cent met the minimum requirements drawn up 
by the first committee on standardization. In 1953, out of about 
7,500 hospitals, 2,920 were fully approved and 498 provisionally 
approved or a total of 3,418 or 45%. 

The minimum standard program is effective in improving the 
services provided by hospitals because frequent surveys and inspec- 
tions are conducted in those hospitals which apply for accreditation, 
or approval. After being surveyed, hospitals are classified as fully 
approved, provisionally approved and not approved. Fully approved 
means that the hospital has met all the requirements and is carrying 
them out in an acceptable manner. Provisionally approved means 
that the hospital has accepted the requirements and is endeavouring 
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to put them into effect but for lack of time or other acceptable reasons 
has not been able to do so in every detail. Not approved means that 
the hospital has not met the requirements in an acceptable manner. 


It is readily seen that the cost of inspecting over 3,000 hospitals 
is considerable. The American College of Surgeons eventually found 
it to be prohibitive and therefore could not carry on the program alone. 
However, the work of the program was regarded with such importance 
that five health organizations joined forces under a new name and 
the Joint Commission for the the Accreditation of Hospitals was 
established. These five organizations included the American College 
of Surgeons, the American College of Physicians, the American 
Hospital Association, the American Medical Association and the 
Canadian Medical Association. Of the 155 hospitals surveyed in 
Canada during 1954, 94 were fully approved, 36 provisionally approv- 
ed, 12 were not approved, and 13 were visited but not rated. The total 
number of fully approved hospitals in Ontario as of December 31, 1953 
was 79. The total for Canada during the same year was 231. 


MRS. I. E. STAUFFER 


MINIMUM STARDARDS FOR PHARMACIES IN HOSPITALS 


Credit for suggesting that Minimum Standard for hospital 
pharmacies be established goes to Dr. Malcolm T. MacEachern, 
formerly director of the American College of Surgeons. Preparation 
of the original standard was done by Edward Spease, then Directing 
Pharmacist of the University Hospitals, Cleveland, and by Robert 
M. Porter, then chief pharmacist. Dr. MacEachern, on visiting the 
Pharmacy Department at the University Hospitals in Cleveland, in 
1935, issued an invitation to prepare a standard and present it in 
written form at the Hospital Standardization Conference. 

The first Minimum Standard for Hospital Pharmacies was 
offered to the 18th annual Hospital Standardization Conference of 
the American College of Surgeons, held in San Francisco and Oakland, 
California, in 1935. The standard as presented, consisted of five 
principles under: Organization of Pharmacy Service, Pharmacy 
Committee, Library, Standards for Drugs, and Supervision of Pharma- 
ceutical Service in the hospital. Adoption of this standard by the 
American College of Surgeons soon followed. 


The American Society of Hospital Pharmacists was formed in 
1942 and early in its organization set up a Committee on Minimum 
Standards, for the revision of the former set of standards. Such well 
known people as Mrs. Evlyn Gray Scott, Sister Ethelreda, and Dr. 
Purdum, have chaired this committee. The present set of standards 
was approved by the American Society of Hospital Pharmacists in 
1950. This form was adopted, in principle, in 1951, at the annual 
meeting of the Canadian Society of Hospital Pharmacists. 


Under Organization, the Minimum Standard states that “there 
shall be a properly organized pharmacy department, under the 
direction of a professionally competent, legally qualified, pharmacist”. 
The Faculty of Pharmacy, University of Toronto, has recognized the 
importance of training in this field and now offers an elective course 
in Hospital Pharmacy Administration, in the final year. 
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Two types of policies are outlined, administrative and profes- 
sional. The administrative policies pertain to the administration of 
the Pharmacy department, for instance, the hours the Pharmacy is 
open, job analysis of the Pharmacy staff, etc. The professional 
policies are formulated with the approval and cooperation of the 
Pharmacy and Therapeutics Committee and deal with such things as 
the type of drugs that are stocked, both in the Pharmacy and on the 
wards. 


Personnel standards deal with the Pharmacy staff, lay personnel 
as well as registered pharmacists. The number of assistants depends 
on the volume of work. 

Facilities include: 


(1) the necessary equipment for the compounding, dispensing and 
manufacturing of pharmaceuticals and parenteral preparations, 

(2) bookkeeping supplies, 

(3) adequate library and filing equipment to make information 
concerning drugs readily available to both pharmacists and 
physicians, 

(4) special locked storage space for narcotics and alcohol, 

(5) a refrigerator, and 

(6) adequate floor space for pharmacy operations and the storage 
of pharmaceuticals. 

The responsibilities are outlined in detail. Those that are 
common to both hospital pharmacists and retail pharmacists are: 

(1) filling prescriptions, 

(2) purchase of supplies, 

(3) accounting and bookkeeping, 

(4) keeping narcotic records, 

(5) supplying information on pharmaceutical products, and 

(6) maintaining the facilities of the department. 

Special responsibilities of the hospital pharmacist include: 

(1) the manufacture of pharmaceuticals, 

(2) the preparation and sterilization of injectibles, and 

(3) maintaining a reserve stock of antidotes and emergency drugs. 
Because the hospital pharmacist practices his profession in a 

hospital, his responsibilities may also include: 

(1) cooperation in teaching courses in schools of nursing and medical 
interne training programs, and 

(2) research and development work. 

The last standard, a very important aspect of hospital pharmacy 
practice, deals with the Pharmacy and Therapeutics Committee. This 
is a special committee of the medical staff, appointed by the President 
of the medical staff. The members of the committee are chosen from 
the several services of the hospital, such as the medical, surgical and 
obstetrical departments. The chief pharmacist is also a member 
and serves as the secretary. The purpose of this committee is to: 
(1) develop a formulary of accepted drugs for use in the hospital, 
(2) serve as an advisory group to the hospital pharmacist on matters 

pertaining to the choice of drugs to be stocked, 

(3) evaluate clinical data concerning drugs requested for use in 
the hospital, 

(4) add to and to delete from the list of drugs accepted for use 
in the hospital, 
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(5) prevent unnecessary duplication in the stock of the same basic 
drug and its preparations, and 
(6) make recommendations concerning drugs to be stocked on the 
nursing units and other services. 
These standards, which are now so widely accepted, form “the 
fundamental principles on which to build more efficient and effective 
pharmaceutical services for hospitals’. 


PHYLLIS TAKENAKA 


AUTONOMIC DRUGS 
Part VIII. Cholinergic Blocking Drugs 


Two major groups of cholinergic blocking agents are used in 
therapeutics. Atropine and atropine substitutes have an cholinergic 
blocking effect and a direct antispasmodic action on smooth muscle. 
A second group, consisting solely of synthetic drugs, is used for the 
relief of pain and hyperacidity associated with peptic ulcer, having 
in addition to the peripheral effects of atropine, anticholinergic 
activity at the autonomic ganglia. 

Antispasmodics 

Not all antispasmodics have autonomic mechanisms of action. 
Those that do, exemplified by Atropine, are termed neurotropic 
antispasmodics. Those having direct depressant action on smooth 
muscle, an action not mediated through the autonomic nervous 
system, are termed musculotropic antispasmodics. The prototype of 
this type of drug is Papaverine. A third type of antispasmodic is 
represented by the sympathomimetic drug Octin. Regardless of 
mechanism of action, a good antispasmodic should give relief from 
diarrhoea, constipation, cramps, bloating, flatulence, abdominal dis- 
tress and sensations of epigastric fullness and pressure, which may 
be the result of uncoordinated and abnormal motor function of the 
gastrointestinal tract. The physician often makes use of antispas- 
modics to relieve motor disorders while striving to find the underlying 
causes. Excessive stimulation of cholinergic fibres (called “parasym- 
pathatonia”) may be caused by emotional distress, fatigue, priva- 
tions, economic and social maladjustment, and plays an important 
part in such conditions as peptic ulcer, gastritis, intestinal hyper- 
motility, bladder irritability, pancreatitis, hyperhidrosis, intestinal 
and colonic spasms etc. Antispasmodics treat secondary results; the 
family physician, psychiatrist or social worker treats primary causes. 

Since there are several different mechanisms of antispasmodic 
action, it would be desirable if synthetic drugs were found to possess 
both papaverine-like and atropine-like activity. This is because 
it is impossible for the physician to diagnose readily if the spasm is 
musculotropic or neurotropic. Fortunately some of the synthetic 
drugs in the field do possess such a dual mechanism of action, at 
least in some degree. Synthetic antispasmodics are rated by 
in vitro testing against papaverine as the standard for musculotropic 
activity (arbitrary value of 100) and against atropine as the standard 
for neurotropic activity (a like arbitrary standard). The two act- 
ivities are tested against isolated muscle strips made spastic by 
exposure to dilute solutions of barium chloride, histamine or pituitrin 
(treated successfully by papaverine) or acetylcholine (treated 
successfully by atropine). 
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Papaverine 


This naturally-occurring alkaloid of Opium (about 0.8% 
content) is synthesized to-day because the amount obtained from 
the plant is not sufficient to meet all demands. Given orally or 
parenterally, its most important antispasmodic action is on blood 
vessels. It is very useful in relieving arterial spasm associated with 
acute vascular occulusion. It is also used for bronchial spasm and 
visceral spasm. In the latter type of spasm, the simultaneous use 
of Morphine is contraindicated. 


Papaverine Hydrochloride, B.P. is the form most often met. 
Although of low toxicity and not leading to habituation or tolerance, 
papaverine is subject to narcotic regulations because of its source. 
Other disadvantages to the use of papaverine are the acidity and ease 
of hydrolysis of aqueous solutions of its salts. These cause pain 
upon injection and instability respectively. 


Synthetic Analogues of Papaverine 


Various changes have been made in the structure of Papaverine 
for two reasons, (1) to obtain a synthetic papaverine-like drug not 
subject to narcotic regulations, (2) to introduce some atropine-like 
activity while retaining papaverine-like activity. Attesting to the 
success of this approach has been the introduction into medicne of 
several drugs satisfying the above requirements. Ethaverine Hydrc- 
chloride has the same actions as Papaverine, but is said to have a 
longer duration of action. It is available as Etaveral Plain (Des- 
bergers, Ltd., Montreal) and as Etaveral and Phenobarbital. The 
rationale of use of a central nervous system depressant, e.g. 
Phenobarbitone, is based on alleviating the worry caused by the 
spastic state. Dioxyline Phosphate (Paverene, Lilly) has been used 
in the relief of vasospasm associated with coronary occlusion, angina 
pectoris, etc. It has a lesser toxicity (i.e. side-effects) than Pa- 
paverine. Profenil (available in the form of tablets, suppositories 
and ampoules from Lafayette) is 2.3 times more active than 
Papaverine as an antispasmodic and in addition has some atropine- 
like activity. It is used largely for the relief of gastro-intestinal 
spasms and spasms of the ureter due to inflammation or gravel. 
Eupaverine and Neupaverine, both closely related to Papaverine, 
have found some use in Europe. 

Octin 


The sympathomimetic drug Isometheptene (Octin, Bilhuber 
(Merck) ) is used principally for its relaxant action on smooth 
muscle, particularly in the treatment of vesical and ureteral spasms, 
ureteral colic, spastic conditions in dysmenorrhoea,etc. 


In the next article, the neurotropic antispasmodics will be 
discussed. 


G. R. PATERSON 
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DRUGS AND MEDICAL COSTS 


Among the factors in the cost of illness that of the cost of 
drugs deserves close scrutiny. Drugs we must have, but is their use 
justified in every instance, and is their cost reasonable? 


In passing it may be remarked that, generally speaking, we 
seem to be even more dependent on drugs that were our forefathers, 
although with our increasing control of illness it might have been 
expected to be otherwise. So-called “miracle drugs” should tend to 
reduce the need for their use rather than increase it. 


Is it possible that we are over-prescribing? When this question 
was brought up at a recent panel discussion of the Montreal Medico- 
Chirurgical Society on the cost of drugs in relation to the cost of 
medical care, it was generally agreed that there was much indis- 
criminate use of the antibiotics in particular, both in surgical and in 
medical cases. In minor surgery, for example, how often are 
antibiotics needed rather than careful and thorough cleansing with 
soap and water? On the medical side, how often is the notoriously 
penicillin-resistant common cold given a “shot” of penicillin, with 
the conscience-salving reflection that at least it will reduce the 
chance of secondary infection, but no counter-balancing recollection 
ot the possibility of unjustifiably producing a sensitivity to the drug. 


In admitting this, however, it was also made clear that the fault 
does not lie entirely with the profession. The public has come to 
accept the semantically and physiologically incorrect term of “miracle 
drug”’ all too trustingly, and many physicians will freely admit that 
they are sometimes forced to prescribe antibiotics and vitamins 
because of the importunity of their patients, rather than their medical 
needs. This calls for the always tedious and expensive process of 
education. 


But, granting that the responsibility for excessive prescription 
especially of the newer products, is to be shared between the lack 
of medical judgement and popular demand, the question of their cost 
still remains. Two representative drug manufacturers took part in 
the panel discussion mentioned, and discussed some of the multi- 
tudinous factors which are involved in the manufacture and sale of 
drugs. A given product may take two years before it can be marketed, 
and then its life may not be more than a few years, since so many 
drugs are continually appearing. High as the cost of some new 
products may appear, it was held that no excessive profit was made 
on them. Research is an indispensable activity of any large manu- 
facturing drug company, but actually the cost of research represents 
only about 5% of the sales of drugs. To an objection to the method 
of repeated advertising by mail it was shown that this method varies 
with different companies, but on the whole no better method has 
been devised for bringing information continually to the practitioner, 
and the cost of this advertising does not add appreciably to the cost 
of drugs. 
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In summary, this discussion brought out the fact that the cost 
of drugs in illness is not excessive, although the quantities prescribed 
could be reduced in some degree without loss, if not, in given instances, 
with advantage. 

Reprinted by permission from The Canadian Medical Association Journal, 
Vol. 72, No. 5, P. 380, March Ist, 1955. 


BOOK REVIEW 
Goodman, Louis, S., and Gilman, Alfred; 


The Pharmacological Basis of Therapeutics, 2nd. edition, 1955, 
The Macmillan Company of Canada, Limited, 70 Bond Street, Toronto, 
1780 pp., and 51 pp. index, $17.50. 


Late in 1940, the first edition of this book was published and 
became an almost immediate success. The approach to Pharma- 
cology was so straight-forward and the organization so excellent, 
that in succeeding years, the phrase “Goodman and Gilman” came to 
be synonymous with the best presentation of Pharmacology. Some 
fourteen years later, the second edition has appeared with two 
handicaps which the earlier work didn’t face. The length of time 
between editions is the first handicap (of course the war and high 
post-war enrolments in their Universities delayed the authors in 
presenting the new volume to the public); the second is the recent 
appearance of another excellent text in the field, “Pharmacology in 
Medicine, a Collaborative Textbook”, edited by Victor A Drill 
(reviewed in the January 1955 issue of this Bulletin). 


Regardless of the handicaps facing it, the second edition of such 
a book deserves critical review. And it is a pleasure to report the 
authors have maintained the very high calibre of the first edition. 
The material is presented in eighteen sections containing 75 chapters, 
with the addition of two appendices (‘Principles of Prescription 
Writing” and “General Principles of Toxicology”). In the text, drugs 
are classified on the basis of therapeutic use as before. In the fields 
which are being most rapidly extended, e.g. Hormones and chemo- 
therapeutic agents used to treat infectious diseases, expansion of the 
text is considerable. A new section, “Drugs Used in the Chemo- 
therapy of Neoplastic Disease’, points up the rapid advances in the 
most important field of cancer research and also the extension of the 
term “chemotherapy” from Ehrlich’s original use. 


Of major interest to the pharmacist in this volume are the 
sections in many chapters in which the authors list and evaluate 
the accepted drugs (Pharmacopoeial and N.N.R.). Preparations and 
dosage are also given. 


The style of the authors, as in the first edition, is concise but 
very readable. If one were asked to choose between this book and 
Drill, it would be too difficult a choice to make. However, one can say 
unequivocally that the pharmacist with a good prescription practice 
(or the pharmacist who wishes to increase his practice) should 
possess one or the other. 


G. R. PATERSON 
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Important Notices to 
Registered 
Pharmaceutical Chemists 


Information has been received from various sources 
that some pharmacists are selling PR drugs without 
prescriptions or other lawful authority. | have in- 
vestigated all of these complaints and regret to say 
that my operators had no difficulty in verifying the 
the complaints. In particular, two items were con- 
cerned, SEDORMID and SELSUN. The individuals 
concerned have all been brought before the In- 
fringement Committee. 


T. E. E. GREENFIELD, 
Inspector. 


A WARNING 


The Infringement Committee of the Ontario College 
of Pharmacy strongly recommends that all pharma- 
cists should make themselves familiar with all the 
provisions of The Opium and Narcotic Drug Act, 
The Pure Food and Drugs Act, and The Pharmacy 
Act and Amendments thereto. 





It a a in £23 | 


Potency of vitamins in Pediavite is assured because they are 
dispersed in a dry, dextrose base. In addition, Vitamins A & D 
have been given a special stabilization process. Pediavite is a 
palatable, vitamin preparation which dissolves readily in the 
child’s formula, in a glass of milk or orange juice, or spread on 
cereal or other food. 


Contains per level teaspoonful: 





Vitamin A. 

Vitamin D. 

Thiamin Mononitrate 
Riboflavin 
Niacinamide 
Vitamin By2 
Ascorbic Acid 
Dextrose 


Suggested Dosage: One level teaspoonful daily. 


Package: 3 oz. jar (30 day treatment) 
Write for sample to 525 Logan Ave., Toronto 
Available by ]} ...at all pharmacies 


a S. Shuttleworth vol git 
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